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§8=D | ABUSE/NEGLECT, ETC POLICIES
The facllity must develop and implemeant written
policies and procadures that prohlbit
mistreatment, neglect, and abusa of residants
and misappropriation of resident proparty.
This REQUIREMENT s not met as evidenced —— _ ,
hgéseu on medical recand review, review of faclity Siderails removed from resident Yl
Investigation documentation, review of facility bed, (4/26/11) resident continues
pollcy, observation, and interview, the faility . tobe monitored Q2 and has had
falled to thoroughly Investigate an Injyry of no further bruising of unknown
uUnknown origin for ona resident (#4) of five . origin.
sampled residents.
All residents have the potential to
The findinga inclyded: Be affected.
Resident #4 was admitted ta the fadility an Abuse policy followed as written,
August 31, 2007, with diagnoses Including Director of Nursing will investigate Sl
Urinary Traet Infection and Adult Failure to All unknown injuries with written I"I
Thrive. Medical record review of the Minimum D ion including writt Po o
Data Set dated December 3, 2010, revenlad the Feientation meluding wiitten Shie
reaident waz severely Im pafr'ed with _ Statements from all parties involved Por adn
decision~-making skills and totally dependent on And findings in a concise and 2.

Thorough format. These will be

staff for activities of dally living.
¥R included and attached to incident

Medical record review of an Unusual Teport.

Occurrences Nurses Progress Note dated April

12, 2011, at 3:00 p.m., reveaiad, Administrator/DON will ensure all
"Hematoma/Bruise nated L (left) forehead by staff| Documentation is present when
2.0 x 1.2 cm (cantimeters). Staff interviewed Signing incident reports to ensure
CNAs did not notice during am (a.m.-moming) Their accuracy and completcness.

care but unaware of how happened.,.*

Revlew of facility Invastigation documentation

dated April 12, 2011, revealad no duu:umentatlon ’
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Any deficlancy statsment anding with an asterisk (*) denotas a daficiancy which the Ingtitution may ba excused from comacting providing it Is detemined that
other spfegusrds provide sufficient proteetion ta the patients. (See Instrucons,) Excapt far hureing homes, the findings stated above ene dlsciosable 30 days
following the date of survey whather of not n plan ¢f cormaction fs provided. For nuraing homes, tha above findings end plans of correction ars disciosable 14
days r;onl‘bm:%‘g: ggte thase documents are made avallable to the facllity. ¥ deficlenchs ars cited, an approved plan of ¢omection I8 maulsite to continusd
program pa A
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ragarding staff on duty at the time the injury was
identified and/or witness statements, and
included, "...conclusion believe area caused by
sideraile during care by steff.,,."

Review of the facility's policy "Guidelines for
Abusa Investigations™ dated August, 2007,
revealed,"...All raparts of residents abuse,,and
injuries of unknown source shall ba...thoroughly
investigated...individual conducting the
investigation will, as a minimum: ... Intarview the
person(s) raporting the Incldent...Interview staff
members (on all shifts) who have had contact
with the resident during the period of the alleged
incldent...Witness reporte will be abtained in
writing. With a slgnature and date,.”

Qbservation on April 26, 2011, at 12:00 p.m.,
revealad the resident asleep in a garlehair and
splints to the upper and lower extramities.
Continuad ohservation revealed a light purple
Rematoma (locslized swelling containing a
collaction of blood) above tha left eyebrow
encircled by yellew-graenigh discoloration and
approximately the size of & quarter,

Intarview with licensed practical nurse (LPN) #1
on Aprll 28, 2011, at 12:02 p.m., at a nursa's
station, revealed rasident #4 was unable to raise
(#4's) armas or move independently "at all", and
depended on staff for all activities of dally Iving.

interview with LPN #2 on April 28, 201 1, at12:16
P.m., at a nurse's station, ravealed LEN #2 was
on duty on April 12, 2011, when the resident's
injury was identified, Continued Interview revealed
the resident was unabie to turm in bed, and the
LPN was not able to ldentify how the resident's
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Injury occurred.
Interﬁew with the administrator on April 26, 201 1.
at 1;00 p.m.,, in a confarence room, revealed no
further Investigation documentation was
avallable, and confirmed the facility had not
Implemented the abuse polley for resident #4,
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